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Executive Summary
Daily Nurse-Instituted-Care-Interventions (NICI) Impact on Care Transitions Scores
Problem: The principal investigator’s organization consistently worked to improve multiple
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) scores without
success. The question for the project was, “Will adult patients receiving Nurse-Instituted-CareInterventions (NICI) for transition to discharge needs, when compared to the previous threemonth baseline, lead to increased HCAHPS Care Transition scores in the Telemetry Unit.?”
Purpose: Improve HCAHPS Care Transition scores on the adult telemetry unit.
Goal (s): Increase in the (HCAHPS) Care Transition’s scores from below the 15th percentile, to
the 50th percentile, increase quality and safety of patient care, and improve the patients’
perception of their care from suboptimal to that of quality.
Objectives: To communicate the project’s mission and vision to nursing staff and provide an
understanding of expectations and proposed outcomes. Define program expectations for staff to
validate that adult patients receiving (NICI) for transition to discharge needs are prepared to
leave the hospital and manage their self-care needs in their previous environment.
Plan: To validate the organizational need for the Nurse-Instituted-Care-Intervention (NICI),
developed program interventions, educated telemetry staff on research-based processes, moved
evidence-based practice to the bedside, collected data, and completed process evaluation.
Outcomes and Results: Statistical analysis supported that the project intervention aimed at
improvement of Care Transition scores was successful. The Paired Samples Statistics pre mean
of 2.21 compared to post intervention mean of 3.47 supports a positive change in the mean score
of 57%. The Paired Samples Test Sig. (2-tailed) or p=.000 validated that the change in mean
was not due to random errors and that it is statistically significant.
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Daily Nurse-Instituted-Care-Interventions Impact on Care Transitions Scores
The Centers for Medicare and Medicaid Services (CMS) placed into action a national
patient survey of patient perceptions of their care in 2008 (Elliott et al., 2015). The 32-question
instrument surveys patients on their discharge from the acute care hospital and was placed into
action to determine discharged patients’ ratings that measure their perception of their experience
with a series of standardized questions. In 2012 the survey became mandatory for hospitals
seeking CMS reimbursement. These scores from an organizational leaders’ perspective can lead
to significant loss of revenue that will incrementally increase annually if not mitigated. For the
investigator’s organization, this was due in part to a payer mix which is 72% Centers for
Medicare and Medicaid Services reimbursement, and a long-term impact on sustainability
(Centers for Medicare and Medicaid Services, 2019). These same scores are tied to the Value
Based Purchasing (VBP) program and can drive large penalties for healthcare organizations.
The purpose of this project was to further define the problem, provide an applicable change
model, evaluate literature themes, discuss market and risk analysis, identify project objectives,
methodology, and evaluation plan, and discuss project findings discussed.
Problem Recognition and Definition
The principal investigator’s organization consistently worked to improve the multiple
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) scores without
success. The primary focus for this project was the adult telemetry unit, with the aim to improve
the HCAHPS Care Transition scores. Through research, combined with a completed needs
assessment conducted with multiple stakeholders, it was concluded that work was needed to
mitigate this problem. Through extensive research that will be discussed later in detail, the
project statement to guide the process was: “Will adult patients receiving Nurse-Instituted-Care-
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Interventions (NICI) for transition to discharge needs, when compared to the previous threemonth baseline, lead to increased HCAHPS Care Transition scores in the Telemetry Unit.?”
The purpose of this project was the outcome of improved Hospital Consumer Assessment
of Healthcare Providers and Systems (HCAHPS) scores, with a focus on improvement of the
(HCAHPS) Care Transition scores. This is both a patient sensitive and organizational sensitive
outcome. The investigator viewed the Care Transitions improvement process as a patient
sensitive outcome. This relates to low scores directly correlating to the patient’s perception of
suboptimal transition from the hospital to home (Sheikh et al., 2018). Transitional care is a
reference to the comprehensive plan of care during the patient’s transition from hospital to their
previous living environment. Patients frequently did not feel protected when leaving the hospital
setting because they were unclear of what was expected after discharge and how to navigate their
next steps. This aging population was, as a result, suffering from medication errors, poor
communication, and an increase in preventable adverse events upon leaving the hospital
according to organizational data. As an organizational sensitive outcome, was important to
increase the percentage of adult discharged patients from the telemetry units’ responses to
HCAHPS Care Transition questions to the “Strongly Agree” response for each of the three
questions for all eligible sampled patients. This is because only Top Box scores are reported and
compared to other hospitals. Top Box scores represent the percentage of patients that responded
“Strongly Agree” to each of the three Care Transition questions during their survey (Pottenger et
al., 2016). Carefully following improved patient care processes are associated with substantial
increases in scores. These improvements support significant reduction in lost revenues from the
Centers for Medicare and Medicaid Services (CMS). Addressing current limitations will work to
ensure patients are kept safe once they leave the hospital and have the downstream effect of
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decreased readmissions as a result (Sheikh et al., 2018). The quality of actual care provided to
patients was not projected change through this program. What was projected to change was the
level of the patients understanding of their care and next steps upon leaving the hospital. This in
turn would improve their perception of their care and result in an increase in patient safety and
satisfaction.
The following Population, Intervention, Compare, Outcome (PICO) was used to generate
terms used to complete a systematic literature search aimed at best practice. The completion of
this process resulted in the PICO that drove the project statement.
P = Population: Adults 18 and older discharged from the Telemetry Unit.
I = Intervention: Nurse-Instituted-Care-Interventions (NICI) processes will be taught to
nurses and applied to patients on the telemetry unit from admission through discharge.
C= Comparison: Press Ganey Care Transition and Discharge HCAHPS scores and
results from the “My Rounding” tool questions used with patients prior to discharge, will
be compared for three months post implementation of interventions, and compared to the
three months prior to interventions.
O: Outcome: Care Transition HCAHPS scores will be improved after implementation of
the Nurse-Instituted-Care-Interventions (NICI) processes. It is expected that “Discharge
Communication, Nurse Communication, and Would Recommend,” scores will improve
as a downstream result of the (NICI) interventions.
The developed PICO resulted in the following project question: Will adult patients
receiving Nurse-Instituted-Care-Interventions (NICI) for transition to discharge needs, when
compared to the previous three-month baseline, lead to increased HCAHPS Care Transition
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scores on the Telemetry Unit.?” Selection of the right foundational theory to support this
program was an important next step.
Foundational Theories
Kristen Swanson’s Theory of Caring was explored and selected to help develop and
support a theoretical framework to guide nurses both through the Nurse-Instituted-CareIntervention (NICI) educational and application to the bedside process (Lillykutty & Samson,
2018). Swanson’s Theory of Caring is structured around five caring principles that embody the
overall definition of caring in nursing practice critical for this proposed project’s success. The
theory states caring proceeds in a sequence of five categories being; knowing, being with, doing
for, enabling, and maintaining belief (Lillykutty & Samson, 2018). These are applicable to
nursing practice and supports the caregiver’s attitude, while improving overall patient wellbeing. Swanson’s theory guided nursing personnel through the delivery of care that promotes
dignity, respect, and empowerment to those served. The model provides a conceptual framework
built on empirical support applicable to the bedside nurse and works to support the caring
behaviors which in turn improved patient satisfaction driven by the perceived change in quality
of their care. For this reason, the patient and their family inherently feel safe back in their
previous environment. For these reasons Swanson’s Theory of Caring middle range theory was
the perfect fit. The theory helped nurses impart to the patient a sense of commitment and
ownership with their own care. It further accentuated the nurse-client relationship that supports
the caring process. The endpoint was a more meaningful avenue to bring nurses back to the
bedside and ensure the patient felt supported, while redefining the trusting relationship.
Introduction of a significant process improvement program had to also be supported by
an influential framework to guide process. This project required both a framework to support
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and drive change and the discussed nursing theory to link the nurse, patient, and caring to the
bedside. To drive change, Kotter’s Eight-Stage change model process was chosen because of its
inherent ability to translate the Nurse-Instituted-Care-Interventions (NICI) program to the
practice setting. The model is highly adaptive and successfully used in multiple venues, both in
and out of the healthcare setting (Small et al., 2016). The model effectively assists leaders today
to create lasting change despite that 70% of change efforts fail. Success surrounded the degree
of acceptance and preparedness within the principal investigator’s organizational culture.
Influencing nurses to understand patient satisfaction is different than quality and safe
patient care, becomes the substantive value associated with the need to improve care transition
scores. This same consideration created a sense of urgency toward a program to drive change.
To operationalize the Nurse-Instituted-Care-Intervention (NICI) program there had to be a strong
framework in place to build upon and ensure consistency of the program and sustainability. To
do this required strengthening the existing “1st 45” program that supports all current telemetry
department programs. The principal investigator brought the clinical manager and charge nurse
team together using the Kotter's 8 Stage change model in the same manner it was used to support
the NICI program roll-out, and worked with this team to strengthen the “1st 45 Program”. As
projected, that action supported the NICI program and all other existing programs for the longterm success. At a high level, the charge nurses’ standard operating procedure (SOP) was
modified to better define their role with the 1st 45 program. This included the clear purpose of
1st 45 Program and how it would support the clinical manager and charge nurses to support all
front-line staff. It provided the foundation that is now used daily at each 12-hour shift huddle by
giving the charge nurses carefully defined written expectations of their workload for the first
forty-five minutes of their shifts. As example, they would begin the shift, start huddle at exactly
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0645 with the expectation that all staff were ready and at the nurse’s station to listen to the
huddle. Next, the charge nurse attended the pre-determined nurse’s bedside shift report to ensure
those processes were being completed per a provided protocol. Consistency was ensured with a
check-off worksheet that was completed by the charge nurse or department leadership. Coaching
in the moment was provided to both support and hold nurses accountable. The initial portion of
the NICI program that will be carefully defined later under the project significance, scope, and
rationale section, is now embedded in this same shift report, which drives the start of the NICI
program. Next steps with the 1st 45 program included the clinical manager following the charge
nurses twice per week to ensure they were carefully following protocol and processes did not
deviate. The Director of the unit followed the clinical manager and balance of the team twice per
month to ensure all were following these carefully defined expectations. This same process was
duplicated during evaluation the NICI program for consistency.
With the 1st 45 program in place, the departments charge nurses were able to come
together and assist with bringing four volunteer frontline nurses on the telemetry unit on board to
help create and support the program vision. They became the champions who supported and
assisted to educate, implement, and evaluate the Nurse-Instituted-Care-Intervention (NICI)
program. This team continuously supported and promoted the program during huddles and other
venues as time allowed. Once program approval was received and program interventions were
in place, this team combined with department leaders, assisted the principal investigator with
establishing quick wins to maintain momentum while validating the process.
Literature Review
A systematic review of literature was completed to explore this complex problem
associated with Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
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Care Transitions scores. A search strategy was built based on the suggested Regis program
literature. The strategy was initiated with multiple phrases and words surrounding the principal
investigator’s project intent. Identified research needs aimed at multiple aspects of the project
were included and explored through search engines. Primary search engines utilized included,
CINAHL, Google Scholar and MEDLINE (Houser & Oman, 2011). There were 16 terms or
phrases used in the research. The following key words were utilized: patient experience,
improve care transitions, avoidable readmissions, transition of care, nurse led interventions, care
transitions, HCAHPS patient satisfaction, quality of care, nursing, commit to sit, Studer Group,
interventions, complex older people, patient safety, and patient perception. The literature search
initially yielded more than 600,000 articles from the 15 terms and phrases. This was narrowed
down with a focus to 2014 literature and later, combined with multiple searches integrating
Boolean operators like AND, OR, and NOT. This brought the number down to a manageable
number of 12,432 in the three primary data bases. Adding AND aging adults as further narrowed
the search to less than 100 articles. The resulting articles all provided pertinent information in
terms of the relationship to the project. Further analysis of resulting articles provided for the
final selection of 25 articles necessary to build the Nurse-Initiated-Care-Interventions (NICI)
program. CINAHL yielded 13 articles, Google Scholar seven, and MEDLINE a total of five
articles.
Due to the complexity of this project, it was necessary to ensure an evidence-based
approach to this project was followed. This was accomplished by following a systematic
approach to critically grade the level of evidence and strength, that resulted in key practice
recommendations (Houser & Oman, 2011). The medical model is a commonly used hierarchical
system of classifying evidence to ensure an evidenced based approach to decision making is in
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place that was critical to this project. There are numerous medical models available. For this
project the seven-tiered level of evidence model was used and is depicted in table 1.1. A brief
description of each level of evidence in included in the table. This model was chosen because it
was in place in the principal investigator’s organization and is considered a strong hierarchical
model that identified the proper levels of evidence necessary for this project. For the final
selected 25 articles there were four level one articles providing the greatest strength and support
for the project. Appendix A provides a sampling of the level of evidence table.
Table 1.1 Levels of Evidence (Houser and Oman, 2011)
Level of Evidence

II

Number
Melnyk Levels of Evidence
of articles
4
Systematic review & meta-analysis of
randomized controlled trials; clinical guidelines
based on systematic reviews or meta-analyses
3
One or more randomized controlled trials

III

3

Controlled trial (no randomization)

IV

7

Case-control or cohort study

V

1

VI

2

Systematic review of descriptive & qualitative
studies
Single descriptive or qualitative study

VI

2

Expert opinion

I

The identified void in the literature supported a wide body of research that included
organization-wide programs with a result of specifically impacting improved Hospital Consumer
Assessment of Healthcare Providers and Systems (HCAHPS) Care Transitions scores. There
was a body of literature available that resulted in a positive impact to Care Transition scores
through various practices earlier discussed. Thus, there was a gap in the literature suggesting
this research could help further illuminate new knowledge. There were many common themes
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that emerged from the literature that supported the background of the discussed problem. Before
discussion of literature that positively impacted Care Transition scores, it is important to
understand key factors associated with suboptimal transition of care that earlier discussed
Nurses-Instituted-Care-Interventions (NICI) mitigated. This surrounded communication
breakdown and lack of interdisciplinary collaboration (Sheikh et al., 2018). Significant missing
elements included the lack of knowledge of patient wishes, their abilities, lack of knowledge of
medication related expectations, goals of care post hospitalization, and lack of follow-up
physician appointments. Such problems lead to the need for repetitive interventions in the
hospital setting, additional unnecessary expenses, and care not concordant with patient’s
perception of needs. Another significant issue mitigated surrounded nurses’ lack of assessment
skills to identify the functional status of patients and their ability to follow through with their
suggested post hospital care regimen. Potentiating this problem was the nurses’ lack of comfort
in some situations such as how to communicate properly and how to accurately assess patient
needs (Jeffs et al., 2017). There was often a great deal of information discussed and taught to the
patient and caregiver. Frequently there was a lack of documentation whether the education
occurred and whether next steps for the patient were identified. A summary of events combined
with next steps that included a checklist appeared to be missing. For some organizations with
such documentation, there was a lack of defined expectations regarding how to transfer the
information to the patient and caregiver prior to leaving the hospital (Jeffs et al., 2017).
Project Significance, Scope, and Rationale
Multiple article reviews identified the importance of the nurse’s role in leading, and
functioning in an integral role in care transition interventions (Dusek, Pearce, Harripaul, &
Lloyd, 2015), (Jeffs et al., 2017), (Lidgett, 2016). Methodology of research will be discussed
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later in detail. Nurses played a key role in assisting both patients and caregivers to navigate
through their hospital journey that included careful coordination of care, enhancement of
continuity of care, coaching, and education toward self-care, as they assisted the patient to
transition away from the hospital and return to their previous environment. Care transition
interventions often include only a single intervention. Evidence validated the need for
multifactorial interventions to support the patient (Chan et al., 2015). These factors, when
embedded in daily processes, support improved patient satisfaction. Successful application with
the right interventions empowers patients to self-manage their complex health conditions and
enable improved quality of self-care for the patient outside of the hospital setting. Research led
the investigator to apply three focused interventions that are referred to as Nurse-Instituted-CareInterventions (NICI). Because these interventions represent the independent variable for this
project, they are discussed further both in this section and under the Logic Model section.
Evidence concludes that any intervention that encourages positive self-care behavior and
is reinforced through clear communication techniques should include the “teach-back” method
that supports improved patient comprehension. This improves the ability of the patient and care
giver to receive and later utilize information (Chan et al., 2015). The educational materials
provided to the patient were in the format of a short booklet that minimally summarizes
important patient information to be discussed during their hospitalization. It was important that
highlights of referenced information be discussed at least daily. Provided information was in the
patient’s native language and at an understandable reading level. Findings from multiple studies
suggest Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) scores
in areas such as Nurse Communication did not improve as projected with this intervention.
However, HCAHPS scores surrounding care transitions did demonstrate improvement (HCAHPS
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best practices, 2017). This was further validation of the importance that more than one
intervention be utilized to improve practice and supports the overall intent of the project.
Research supports that in order for nurses to manage complex care needs of older adults,
they must have adequate quality time to effectively communicate with both the patient and care
giver in a consistent manner (Jeffs et al., 2017). This is critical to the success of care transitions
but is the most difficult process to manage in day to day patient care. Research also supports the
importance of maintaining clear communication is critical to the success of the transition
process. There are multiple obstacles that impeded clear communication. As an example, the
patient throughput process that aimed to quickly move the patient from the emergency room, had
the downstream impact of an expedited patient discharge that resulted in poor communication
between the nurse and patient.
An intervention impacting the nurse to patient relationship that results in trust can lead to
active listening for both the nurse and patient. Evidence based programs such as the, “Commit to
Sit” intervention can support this process (Lidgett, 2016). To ensure success of this type of
program, there must be strong leadership support to impact program accountability. Generation
of policy and procedures that delineate expectations and roles surrounding Nurse-InstitutedCare-Interventions (NICI) for care transitions will also play a significant role in their success.
Multiple research articles explain at a high level this importance. Older adults with complex
medical conditions are most vulnerable during their transition from hospital to their previous
environment and require a coordinated plan of what is next and how to manage next steps
(Sheikh et al., 2018).
Communication regarding transitions of care is a complex and challenging process for
clinicians more than ever today (Bucknall et al., 2016). Evidence validates the importance of
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involving patients and caregivers in communication during their transition from the hospital to
their previous environment. This was intended to prevent communication breakdown that could
lead to patient safety and reduced quality of care situations. Active engagement and clear
communication from nurses and other care providers prior to discharge is purported to mitigate
these concerns by being responsive to patient preferences, needs, and brings value to care (Chan
et al., 2015). A significant problem can occur with care providers during patient care transition
that can inadvertently deliver what becomes a fragmented message. This occurs when different
care providers deliver the same information with a different message. These fragmentations can
have devastating patient safety results. They were avoided by bringing care providers together to
have the final discussion prior to discharge from the hospital. At this critical point it was
important for the nurse and care management team to come together prior to patient discharge
and review the patient’s care transition book with both the patient and intended primary care
giver. This provided an opportunity to answer final questions and prevent communication
fragmentation aimed at ensuring the patient understood next steps in self-care.
The primary intent of the investigator’s project was to learn what impact the independent
variable, “Nurse-Instituted-Care-Interventions (NICI),” in an acute care inpatient hospital setting
has on the dependent variable, “Hospital Consumer Assessment of Healthcare Provides and
Systems (HCAHPS),” Care Transitions patient survey score. Successful implementation of this
model drove the intended primary outcome of improving the telemetry unit’s HCAHPS Care
Transitions patient survey scores. The interventions were intended to assist nurses to better
support not only the patient transition from the adult telemetry unit, to their previous
environment, but any other process where communication was key, and concise information was
important. The NICI to improve Care Transitions consists of three equally important and linked
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interventions. Research supports that a combination of the three interventions, as opposed to a
single intervention, would significantly improve the success of the program (Chan et al., 2015).
The Care Transition’s Booklet, “Commit to Sit Program”, and the Multidisciplinary Care Team
approach to discharge are the necessary components to manage this intervention.
There was a large body of work necessary initially that went well beyond the design and
implementation of the Nurse-Instituted-Care-Interventions (NICI) program. First the care
transitions booklet that will later be described in detail had to be designed and created. This
completed care transitions booklet required 11 renditions to accomplish the finished product.
The principal investigator attended monthly meetings with the newly implemented Patient and
Family Advisory Council (PFAC). This committee assisted in recognition and mitigation of
identified obstacles the community faced after discharge from the hospital. The completed
booklet received input from more than 100 combined employees and community members. It
was sent to print and 2,000 copies initially were created. This booklet had a significant impact
on how patients perceived their care while in the hospital, and were discharged back to their
previous environment. Leader rounding validated the success of the booklets and shift huddles
conveyed success stories to the staff who were responsible for making this happen. The
“Commit to Sit Program”, resulted from multiple bodies of research and has been integrated into
multiple patient care programs (Lidgett, 2016). Like other organizations this program had to be
modified to fit the organizational culture. Significant staff input ensured this process was
brought properly to the patient. In order for this program to be successful it was recognized that
an enhanced form of patient education would need to be instilled in nursing staff. This came in
the form of the “Teach Back” program and would also need to be taught to the staff (TeachBack: Intervention 2017). As a result of its subsequent success, this process was disseminated
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throughout the facility and was accomplished through the annual orientation process with all
current employees and on initial hire. The last aspect of the program, the Multidisciplinary team
approach, was the last opportunity to assess discharge readiness by ensuring the patient and their
family fully understood what they had learned during their hospital stay.
To bring this significant body of education to all pertinent staff, it was necessary for the
principal investigator to create and provide education on the application of the Nurse-InstitutedCare-Interventions (NICI) program for all telemetry unit nurses, certified nurse assistants,
monitor technicians, and care management staff. The principal investigator created a 57 slide
presentation and all necessary hand-outs to support the program. This program was then
delivered to 122 front-line staff. There were three classes held two weeks prior to the program
launch date of July 1, 2019, and each class was three hours in length. It should be noted that
during the education process, nurses questioned if there were a process that could be placed in to
action that would provide them with an increase in available time at the bedside with their
patients. A nurse in the audience suggested that decreasing the multiple calls from patient family
and friends would provide an increase in available time for nurses to spend with their patients.
The principal investigator, with insights from nurses, was able to design a program that is now
referred to as “The Point of Contact Program, (POC)”. The POC program was quickly
developed independently of the NICI program to contribute to the program’s success. This has
been met with significant success and is now in the process of being moved to most nursing
units. When a patient is admitted to the nursing unit, and during the initial assessment, they are
provided the option of accepting all personal inquiries surrounding their visit, and answering
questions, or provide requested updates. Alternatively, and preferably, they can provide one
point of contact person who will manage all inquiries for the patient. This reduced calls to the
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nurse by an estimated 40 minutes per 12 hours shift and helped ensure improved patient safety
by not allowing the nurse to be constantly interrupted and it decreased the number of angry
callers who were in the past told that information they were requesting was a violation of HIPPA
laws. Through this program they now had a place to receive appropriate information. A copy of
this program is visible in Appendix J.
The Care Transition Booklet
The Care Transition Booklet, titled “Patient Discharge”, was provided to the patient upon
arrival to the unit and after the initial patient assessment by the nurse. This booklet was
collaboratively designed by discharged patients from the community with best practice research,
to assist the patient through their journey back to their previous environment (HCAHPS best
practices, 2017). Pertinent information is embedded in the booklet to support the patient and
care giver once they leave the hospital and helps to maintain not only their safety, but their
perception of their safety. The nurses review the booklet with patients on admission and
throughout their stay. The booklet highlights other materials provided to the patient prior to
discharge. It encourages questions prior to leaving the hospital that might otherwise be either
forgotten or not considered until after they return home (Chan et al., 2015).
“Commit to Sit” Program
The “Commit to Sit” Program provides an avenue for the nurse to spend more time with
their patient at the bedside while seated with patient (Lidgett, 2016). This promotes improved
engagement with the patient and family and increases their trust with the nurse providing care.
This initiative further promotes patients becoming more engaged in their own care. The process
supports improved nurse communication scores, with a downstream effect of improved care
transition scores. Evidence confirms the importance of nurses finding time to sit with their
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patients, at least daily, to provide uninterrupted attention. It is important that the nurse ask
permission prior to sitting and communicating with the patient (Lidgett, 2016). Evidence further
corroborates that when a nurse stands beside their patient to deliver the same message as when
sitting, the patient perceives they spent less time with them, and they are too busy.
The Multidisciplinary Care Team
The Multidisciplinary Care Team intervention includes an approach to transition to
discharge that is minimally comprised of the Registered Nurse & Care Management Team (Jeffs
et al., 2017). The process supports high quality care for older adults, ensures the adult
discharged patient is safely transitioned back to their previous environment, and that they are
prepared to manage their care as intended. This was accomplished by the both the Registered
Nurse and Multidisciplinary Care Team meeting with the patient and caregiver just prior to
discharge from the hospital and working going over the checklist a final time in the Care
Transitions Booklet.
Market and Risk Analysis
Inquiry prior to moving forward with the Nurse-Instituted-Care-Intervention (NICI)
program was crucial. Did this program fit into the organizations strategic plan and is there risk
associated with the plan? Was this program feasible and practical for this organization? To
ensure feasibility of this program the principal investigator objectively and rationally looked at
both strengths and weaknesses through the lens of existing literature and resulting healthcare
successes, and how they compared to the proposed project. Additionally considered were
opportunities and threats that might be present in the natural environment, combined with
ensuring there were resources required to carry the project through fruition and ultimately the
prospects for success.
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Because this is a quality improvement project with a small initial startup cost, the Senior
Team of the organization did not see any form of fiscal risk associated with the project.
Conversely, the Senior Team believed that the program would have significant return on
investment. They saw the project’s importance and how it correlated with improved Hospital
Consumer Assessment of Healthcare Providers and Systems (HCAHPS) Care Transitions scores
on the adult telemetry unit. It worked to mitigate the identified issues surrounding the current
care transitions process, while decreasing organizational fiscal vulnerability. It further worked to
ensure patients transitioned safely to their previous environment. The downstream effect was
providing nurses with the necessary skillsets to communicate more effectively with their patients,
while improving patient safety and quality of provided care they receive (Dusek, Pearce,
Harripaul, & Lloyd, 2015), (Jeffs et al., 2017), (Lidgett, 2016).
The principal investigator recognized the value in fully understanding strengths,
weaknesses, opportunities and threats (SWOT) process (Zaccagnini & White, 2017). The SWOT
analysis provided the principal investigator with valuable insights in both navigating and moving
forward with the Nurse-Instituted-Care-Intervention (NICI) project. These insights surrounded
the lens in which to view potential problems associated with the proposed program and then
create the roadmap to navigate both perceived and validated obstacles. The analysis helped to
pinpoint resources that were in place or needed to be developed, such as the earlier discussed
Point of Contract program that required strong interdisciplinary support. The principal
investigator placed significant importance surrounding insights of the analysis. Insights guided
by the organization’s knowledge of its environment assisted the Senior Team to see the relevance
of this program and that ultimately drove them to support all associated strategies of this
program.
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Table 1.2 SWOT Analyses
SWOT Analysis for Sierra View Medical Center
Strengths
•
•
•
•

Senior leadership support
Community Partners Support
Organizational Culture in place
Strong interdisciplinary support

Weaknesses
•
•
•
•

Opportunities
•
•
•

Move process organizationally wide
Include in annual orientation
New hire orientation

Resources for staff training
Consistent community input
Program sustainability
Time allotment
Threats

•
•
•

Physician support
Accountability
Number of meetings

Strengths of this project included the people in the organization. The senior team
supported the project and agreed to manage fiscally related needs to help ensure project success.
Community partners included a growing number of community members who were former
patients with concerns surrounding their care; these individuals appreciated the opportunity to
attend the Patient Family Advisory Committee (PVAC) meetings at the hospital with the
intention of making improvements that support the entire community. The processes were an
integral aspect of the organizations aim to change the culture from one of a silo mentality to a
strong interdisciplinary team who believes the patient comes first over approximately a two-year
period of time.
Weaknesses surrounding the project begin with staff resources. The telemetry
department continues to work with reduced staff due to illness, vacations, and call outs. This led
to the necessary point of view that patient care comes first and attendance to staff education
would follow later. Required education time for the program was three hours plus additional
time for participant questions. This meant that nurses would not be able to leave work for class,
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which resulted in staff needing to work an extra day or partial day to participate. Community
input remains important and meetings remain monthly at this point. Maintaining community
input can be challenging with this limitation.
Opportunities included extending this program to all inpatient departments after
completion of this pilot program to create consistent change organizationally. Maintaining a
consistent process is important. Annual orientation for existing employees and initial hire
education will take place for all employees who participate in the clinical environment. The
greatest opportunities included avoidance of the unintended consequence of not completing this
project, which would be no change to current vulnerabilities the organization was exposed to that
result from the patients negative perception of their care upon transition from the hospital to
home, and resulting poor Hospital Consumer Assessment of Healthcare Providers and Systems
(HCAHPS) Care Transitions scores that correlate to the patient’s perception of suboptimal
transition from the hospital to home (Sheikh et al., 2018).
Threats included physician support. More than 70% of patients are managed by
hospitalists who are often assigned more patients than they can manage comfortably. As a result,
they believe they do not have time to sit with their patients. Nurses can quickly deviate from
new practice. This problem was potentiated when nurses who floated to the department without
proper training and diluted the program; this is equally true of the traveling nurses assigned to
the unit. Increased numbers of mandatory leadership meetings also pulled leaders away from the
agreed leader rounding to monitor that processes are maintained.
Driving, Restraining, and Sustaining Force
Driving forces for this program included the Senior Leadership Teams expectation and
support for the project to improve and sustain Hospital Consumer Assessment of Healthcare
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Providers and Systems (HCAHPS) scores. Community partners who sat on the Patient Family
Advisory Committee brought multiple concerns from their peer group in the community for the
team to mitigate. Results were reported back to the community through multiple venues.
Organizational Culture supports accountability and forward movement. This process represents
a body of work over the last two years. From the first day that clinical staff received education
on the Nurse-Instituted-Care-Interventions (NICI), they acquired a strong desire to work together
and drive change that improves the patient perception of their care. The end result of these
actions includes organizational drive to move research and resulting evidence-based practice to
the bedside.
Restraining forces move beyond the walls of the organization. Community physician
support was minimal. Many physicians are nearing retirement and do not want to become
involved in new processes, nor do they envision the need. Nurse traveler staff were utilized to
expand staffing during projected increased winter needs. Travel nurses frequently do not exhibit
the embedded culture of this organization. Scheduling of 102 staff for education within the two
week window of the intervention roll-out was difficult when competing with the multiple other
educational and regulatory expectations placed upon staff.
Sustaining forces included employee recognition that despite previous efforts to improve
care transitions scores they remained low and correlate with the patient’s perception of poor care
by the community they serve. As a result, employees recognize the importance of both receiving
education to become proficient with the Nurse-Instituted-Care-Interventions (NICI)
interventions, and in turn be able to provide proper education to their patients that ultimately
improve their patient’s perception of their care, as well as ensuring they safety return to their
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previous environment. Continued leadership rounding provides some of the necessary
information and data of how the process is working.
Stakeholders and Project Team
The project stakeholders and team for this project worked in tandem to ensure the
successful project outcome. The combined stakeholders and team were the intensive care unit
Charge Nurses, four telemetry unit Nurse Champions, four community advisors, Dan Blazar the
Patient Experience Officer, Hannah Risvold the Clinical Manager, Dr. Patsy McGuire Cullen the
Project Chair, Dr. Jeff Hudson who is the principal investigator’s Mentor, and Kris Reddell,
Director of Critical Care Services who is the principal investigator. For this project to come to
fruition both the project team members and stakeholders overlap. Each has their role and play
key roles in the success of this project this is a blended group.
Cost-Benefit Analysis
A cost-benefit analysis was applied to this program by the principal investigator because
of the power it exudes to further promote and support the program both to the Senior Team and
balance of employees organizationally wide (Zaccagnini & White, 2017). The analysis verified
the value of this project moving forward versus maintaining current status. The benefit to the
Table 1.3 Program Cost Analyses:
Projected Initial Program Costs:
Initial purchase of 2,000 discharge booklets

$1,300.00

Training / Education & CEU’s for 102 staff x 3 hours each $14,200.00
Training materials for each employee

$360.00

Lunch for each employee in class

$600.00

Totals:

$16,460.00
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organization and to the community were considered more important than associated expenses
that primarily surrounded the project implementation noted in in Table 1.3.
There were minimal projected startup costs as detailed in Appendix E and even less to
maintain the program annually. Associated expenses post project included maintaining
discharge booklets based for current discharges for 12 months at $5,400.00 and normal training
and education costs considered by the organization as those integrated into current staff
education practice and result in no further cost to the organization. Projected revenues are
considered significant with the successful implementation when measured against the Hospital
Consumer Assessment of Healthcare Providers and Systems (HCAHPS) scores that can equal
more than $300,000 savings annually with avoidance of Centers for Medicare and Medicaid
Services (CMS) imposed penalties. It remains important to remember this monetary reflection of
success only occurs after the patient’s perception of their care reflects improved quality and
safety in their care.
Project Objectives
To objectify this project properly requires bringing clarity of the direction the project
intends to take in terms of improved quality of patient care and how it plans to manage this
(Zaccagnini & White, 2017). Development of the project’s mission and vision provided a highlevel understanding of expectation and proposed outcomes. Understanding the project’s
intended outcomes was of key importance. The project aim was in line with the vision of the
organization and defined through the goals and objectives to achieve the desired outcome. The
mission of the project was to promote safe and quality health care, while ensuring access to high
quality health care services. The vision was to strengthen the quality of life through the delivery
of integrated health care that promotes care coordination and patient care experience.
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Project Goals and Outcomes
The aim of the project was to learn what impact the Nurse-Instituted-Care-Interventions
(NICI) interventions would have on adult telemetry unit patients, compared to those who did not
have the intervention. The primary project goal for the NICI project was to increase the Hospital
Consumer Assessment of Healthcare Providers and Systems (HCAHPS) Care Transition’s
scores. It assumed this would drive the downstream effect of improving the patients’ perception
of their care from suboptimal to that of quality. Equally anticipated downstream effects included
decreased patient return to the hospital, decreased financial penalties to the hospital, and
improved HCAHPS discharge scores. The primary objective for the NICI project was to
increase the Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
Care Transition’s scores from the 15th percentile to the 50th percentile within the 90-day post
intervention period, with a stretch goal of the 90th percentile over the next two years. These
scores are measured monthly and reported through the performance improvement committee for
review and further recommendations. Scores are compared to hospitals both at the state and
national levels through Press Ganey. These scores can validate that adult patients receiving
Nurse-Instituted-Care-Interventions for transition to discharge needs are better prepared to leave
the hospital and return successfully to their previous environment.
Methodology and Evaluation Plan
The principal investigator chose a practical aim for the project that started with a
descriptive research approach to identify frequencies, trends, correlations, and characteristics of
the population being studied that supported the project (Zaccagnini & White, 2017). This
descriptive research approach promoted accurate and systematic understanding of the impact that
the independent variable, “Nurse-Instituted-Care-Interventions (NICI),” in an acute care

DAILY NURSE-INSTITUTED-CARE-INTERVENTIONS (NICI)

26

inpatient hospital setting had on the dependent variable, “Hospital Consumer Assessment of
Healthcare Provides and Systems (HCAHPS),” Care Transitions patient survey score in the
discharged adult telemetry unit population. There was a reasonable amount of information
surrounding the project problem, but further research was necessary to better understand why
previous organizational work to improve care transitions HCAHPS scores failed.
Research Design
The project study design followed a quasi-experimental quantitative methods approach.
This was the best approach because it is was a quality improvement project aimed at mitigating a
gap in current practice on the adult telemetry unit (Terry, 2018). The quasi-experimental design
allowed manipulation of the independent variable. Randomization was not employed in the
project, and a convenience sample was utilized. This allowed identification and analysis of
causal relationships between the variables in the project (Zaccagnini & White, 2017). Sample
size was important for this project as it would be for any project, and the larger the sample size
the better representation of the population being sampled (Zaccagnini & White, 2017). For this
project in particular, the probability of a large and preferred sample size was not projected to be
possible, but was considered to be reflective of a trend. The driver of the projected low
numerator was the low number of actual patients discharged from the unit and the limited
timeframe for the project.
This is further related to the number of patients who are approached to complete the
survey provided by the Press Ganey group. For this project the investigator needed to establish a
correlational and causal relationship between two variables (Terry, 2018). Learning what impact
the independent variable of, “Nurse-Instituted-Care-Interventions (NICI),” in an acute care
inpatient hospital setting has on the dependent variable, “Hospital Consumer Assessment of
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Healthcare Provides and Systems (HCAHPS),” Care Transitions patient survey score. Choosing
the correct statistical tests was critical for this project because data can be analyzed in multiple
ways (Polit, 2010). Some of the most common include the one-sample t-test, paired sample ttest, Chi-square test, Pearson’s correlation, Cronbach’s alpha, and the one-way Analysis of
Variance (ANOVA) tests. It was important to select the tests that were intended to test a single
intervention with two levels being the dependent and independent matched groups. The onesample t-test works well with zero intervention needs. The Chi-square test is appropriate with
single interventions and two levels of independent groups. Cronbach’s alpha is useful to
evaluate reliability of multiple-question Likert scale surveys similar to this one, and that could be
important if the associated survey had not been approved and managed through the Centers for
Medicare and Medicaid Services (CMS) program (Elliott et al., 2015). The one-way ANOVA
test works best with single interventions and two or more levels of independent groups. After
consideration of these and other tests it was decided that the primary tests to apply were the
paired sample t-test and Pearson’s correlation.
To analyze intervention results, inferential statistics were used to see trends from the
larger population based on a study of a sample taken from it (Polit, 2010). The Paired Sample TTest and Pearson correlation tests were chosen because the independent variable will interval
level data the two matched groups. Using these tests, the investigator was able to draw
inferences about the difference between the adult discharged patients from the telemetry unit
who received Nurse-Instituted-Care-Interventions (NICI) and those who did not.
The Paired Samples T-Test is a parametric test used to determine whether there is
statistical evidence that the mean difference between paired observations on a particular outcome
is significantly different from zero (Polit, 2010). The paired sample t-test provides a measure of

DAILY NURSE-INSTITUTED-CARE-INTERVENTIONS (NICI)

28

difference between the mean score pre and post on two or more samples. Statistical significance
is determined by looking at the p-value which is denoted by “Sig. (2-tailed)”. The p-value offers
the probability of observing the test results under the null hypothesis. The lower the p-value, the
lower the probability of obtaining a result like the one that was observed if the null hypothesis
was true. The t-score is a ratio of the difference between two groups and the difference within
the groups. The further from 0 the t-score, the more difference there is between the two groups.
The bigger the t-value, the more likely it is that the results are repeatable.
The Pearson correlation tests evaluates whether two variables are related without
assuming cause-and-effect relationships (Polit, 2010). The Pearson correlation test measured
any difference between the mean score between a pre and post or two or more samples that is
usually completed with a t-test. The effect size and the Pearson correlation coefficient are
measured on a standard scale ranging between -1.0 and +1.0 that helps to interpret the correlation
coefficient as representing an effect size. It provides the strength of the relationship between the
two variables. The range of -1 represents a strong negative relationship, and 1 a strong positive
relationship, with zero no relationship. Effect size is valuable because it provides information
about the magnitude of the effect, it provides evidence for definitive conclusions, and used for
future research.
Coding is an analytical process in which data in quantitative formats such as
questionnaire results are categorized to facilitate analysis (Polit, 2010). The purpose of coding
was to transform the data from the pre and post 90-day intervention into a suitable computeraided analysis used with Statistical Package for the Social Sciences (SPSS). This categorization
of information was an important step in preparing data for computer processing with statistical
software in SPSS. One code is applied to only one category to provide clarity. Clear guidelines
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were used during the coding process to ensure coding was consistent. There were three
questions related to Care Transitions that provided raw data from Press Ganey. There were four
categories noted in table 1.4 assigned to the questions to choose from by the respondent. Each of
the categories was assigned a nominal number aimed to rank the categories.
Table 1.4 Four categories:
Strongly Disagree

1

Disagree

2

Agree

3

Strongly Agree

4

Descriptive statistics were used to describe coefficients that summarize the provided data
set that were representative of the entire or a sample of the population (Polit, 2010). The
descriptive statistics are further broken down into measures of central tendency and measures of
variability or the spread. The measures of central tendency include the mean, median, and mode.
These further include measures of variability that for this project are standard deviation
(SD) and standard error of the mean (SEM) (Polit, 2010). The standard deviation (SD) measures
the amount of variability, or dispersion, for a subject set of data from the mean, while the
standard error of the mean (SEM) measures how far the sample mean of the data is likely to be
from the true population mean (Polit, 2010). The SEM is always smaller than the SD.
Descriptive statistics were also used to describe frequencies and percentages for categorical
nominal data and standard deviations for continuous data. Using the test result provided data to
compute the percentage of change of the mean by taking the pre mean minus the post mean, and
dividing the pre mean. Results explain if the post 90-day Nurse-Instituted-Care-Interventions
(NICI) intervention improved Care Transition scores as projected over the pre 90-day
intervention period. It was important to show the percentage of improvement of the Hospital
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Consumer Assessment of Healthcare Provides and Systems (HCAHPS),” Care Transitions
patient survey scores.
Population and Sampling Parameters
Inferential statistics uses sample statistics to estimate population parameters (Polit, 2010).
The parameters versus sample statistics parameter is a value that describes a characteristic of the
entire population, such as the population mean. The statistic is data that describes a sample of
that population. A sample is a part, or a subset, of a population. Inferential statistics allow the
use of sample statistics to make conclusions about a population.
The investigator used a power analysis to estimate the approximate sample size needed
for the project and decrease the incidence of a type II error (Polit, 2010). A significance criterion
of .05 was used with a power of .80 to solve for N. The population effect size (ES) was
completed to understand the strength of the relationship between the variable in the adult
discharged patients from the telemetry unit (Polit, 2010). The pooled standard deviation for both
groups is represented by the standard deviation.
Probability sampling means that every member of the population has a chance of being
selected (Polit, 2010). This will produce results that are representative of the whole population,
through this probability sampling technique. During the sampling stages, every member of the
whole population has an equal chance of being selected. The principal investigator’s
organization uses Press Ganey as their survey vendor because it is recognized by the Centers for
Medicare and Medicaid Services (CMS) and it provides Press Ganey with their data collection
tools (CMS, 2019). This made Press Ganey the logical choice to survey the adult patient’s from
the Telemetry unit to acquire the Hospital Consumer Assessment of Healthcare Provides and
Systems (HCAHPS) survey results and understand if there was a difference in collected data for
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the 90-day pre and post intervention period. This HCAHPS survey tool employees a 32-item
standardized survey administered to patients discharged from all Medicare-participating
hospitals in the United States (http://www.hcahpsonline.org/en/). The phone survey
methodology was used for this project’s population of patients discharged from the hospital. The
survey process followed a standard protocol for quality assurance and sampling adequacy. There
were three questions in the Care Transitions section representing this projects data. These
questions are listed under Appendix C. The mode of telephone survey was chosen due to the
population’s average reading level of less than fifth-grade. For this survey process there was not
be a need for informed consent because there are no patient identifying criteria involved in the
survey process. Press Ganey follows a random sampling methodology to acquire data
considered to be the next most efficient method outside of real-time or near-time.
The population studied included adults 18 and older discharged from the hospital setting.
Discharged adults from the acute care hospital provide the approved public reporting agency
such as Press Ganey with their perception of the care received during their hospital stay, and the
resulting data is submitted to the Centers of Medicare and Medicaid Services (CMS), where it is
publicly published annually. The sample of the population was adults 18 and older discharged
from the Telemetry Unit. The focus on the Telemetry unit discharged adult population was
determined through research combined with a completed needs assessment conducted with
multiple stakeholders who concluded work was needed to mitigate this problem. Through
extensive research it was decided a project aimed at improving Hospital Consumer Assessment
of Healthcare Providers and Systems (HCAHPS) scores, with a focus on improvement of the
(HCAHPS) Care Transition scores was necessary to mitigate the communities declining
perception of their care. There were discharged patients from the telemetry unit who do not meet
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established criteria and are excluded. These included patients who were under 18, patients who
died in the hospital, patients who were discharged to hospice, patients who were prisoners, shortterm observation patients, or patients who had an international address.
Logic Model
The logic model which can be viewed under Appendix B provides proposed causal
linkages aimed at providing a brief explanation of the project that is denoted by boxes and
processes delineated by directional arrows with the endpoint of creating a visual picture
representing the project and focus of the planned interventions (Earp & Ennett 1991). The
project question was: Will adult patients receiving Nurse-Instituted-Care-Interventions (NICI)
for transition to discharge needs, when compared to the previous three-month baseline, lead to
increased Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) Care
Transition scores in the Telemetry Unit? Answering this question was the intent of the project.
The input section provides high level resources necessary to implement and evaluate the
project (Zaccagnini & White, 2017). The constraints embed potential aspects of the project that
would impact the project to the point of not being able to meet needed deadlines, if not
mitigated. The activities section defines utilization of resources to achieve projected outcomes.
The output section was descriptive of the more immediate project results following project
implementation. Short term outcomes supported increased HCAHPS scores in care transitions
and discharge information minimally, as well as significant improvements in nurse to patient and
care giver communication, with the endpoint of a sustained practice change (Dusek, Pearce,
Harripaul, & Lloyd, 2015). Long term outputs include departmental movement toward further
culture change being imparted to care givers, with a specific focus on the care transitions
providing a downstream impact of discharge process improvement. This led to improved
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engagement between the community and hospital. The resulting impact for the population was
improved patient safety as patients move back to their original setting and understand their next
steps. This further resulted in patients remaining safe in their current environment, and not
return to the hospital (Zaccagnini & White, 2017). For the organization, there are decreased
financial penalties, collaboration between the community and hospital, and improved HCAHPS
scores. HCAHPS discharge scores significantly improved as they apply new skills at the point of
care.
Instrument Validity and Reliability
Validity looks at the test or instrument’s accuracy and compatibility with the concept that
is being measured (Polit, 2010). Statistical validity is the extent to which the conclusions drawn
from a statistical test are accurate and reliable. Correlation plays a key role in validity
assessments. Correlations are considered significant with a p < .001. If a method measures what
it claims to measure, and the results closely correspond to real-world values, then it can be
considered valid. Because this is descriptive research, there is not necessarily a need to look at
either internal or external validity that is typically dealt with during experimental designs. For
this project internal validity was considered because it can support the hypothesis that the
independent variable will cause the intended change of the dependent variable. It was important
to minimize bias to reduce threats to internal validity and in this study, randomization can help to
mitigate issues with the survey process.
Internal validity considers whether the independent variable of Nurse-Instituted-CareInterventions (NICI) is associated with specific changes in the dependent variable of the Hospital
Consumer Assessment of Healthcare Providers and Systems (HCAHPS) Care Transition scores
(Terry, 2018). Internal validity supported the hypothesis that the independent variable will
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impact the intended change on the dependent variable (Terry, 2018 p. 75). A low statistical
value will be a credible risk, but one that can be managed. Since this is a Quality Improvement
(QI) project, this was discussed with facility and the Institutional Review Board (IRB) letter was
submitted. Discussion addressed the understanding that if this were a field research project, a
large “N” would be required to help prevent a type II error (Cullen, n.d.). The investigator for
this project is conducting a QI project that mitigated the potential for type II error.
Randomization can help to mitigate issues with survey process (Terry, 2018). Another
concern could be changes in the independent variable responsible for the observed variation in
the dependent variable. Consideration must be noted that there could be variation or
improvement of the dependent variable of HCAHPS scores due to other programs initiated
during the same period. Another concern of variation could relate to nurses being floated to the
Telemetry unit during the 90-day post Nurse-Instituted-Care-Interventions (NICI) data collection
period that are not trained in the new process aimed at supporting the patient to their next
destination. External validity includes ensuring the adult population in this project’s
generalizability of results must not be too specific. Otherwise the projected successful results
would not be readily implemented in application to other venues (Terry, 2018).
Reliability is a measure of the stability or consistency of test scores and works to if
research findings are reproducible and how well a test measures what it should consistently.
Reliability can be assessed in several ways. Calculating the Pearson’s r coefficient is a common
method used with correlations to test reliability (Polit, 2010). The Pearson’s r correlation
coefficient provides the degree of correlation between two variables in this study and is one of
the most commonly used correlation coefficients. For this project, reliability would be measured
by the consistency of the measurement tool from the Centers for Medicare and the Medicaid
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(CMS, 2019). An example of the measurement instrument is located under Appendix C.
Protection of Human Subjects
The primary intent of this project was to learn what impact, “Nurse InstitutedCare-Interventions (NICI),” in and adult telemetry unit will have on the “Hospital
Consumer Assessment of Healthcare Providers and Systems (HCAHPS). The focus was
to improve HCAHPS Care Transitions scores. Resulting project data did not contain
patient identifiers. All data were reported in aggregate. The investigator maintained all
study information in a locked file cabinet or in a password protected computer. The
results of this quality improvement project were shared with the facility just prior to
completion of the Doctor of Nursing Practice matriculation. Data from the survey were
reported to the Centers for Medicare and the Medicaid and are public knowledge. The
project was considered a non-research project by the principal investigator. Application
for Institutional Review Board Determination of Human Subjects Research Form for
Quality Improvement/Quality Assessment Activities exception was submitted for
approval on April 22, 2019 and can be can be viewed under Appendix E. Institutional
review board approval was received on May 07, 2019 and can be viewed under Appendix
G. The Collaborative Institutional Training Initiative (CITI) certificate can be viewed
under Appendix H and was completed February 07, 2019. The final step in this process
was to provide a detailed synopsis of this project to the Chief Executive Officer and
receive written approval to conduct the body of research in her facility. Permission was
received to move forward with the project and a copy of the approval letter can be viewed
under Appendix I.
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Project Timeline
The comprehensive timeline provided a high-level format that enabled the principal
investigator to consistently maintain focus and remain on track with the project. The Project
implementation began as planned on July 2, 2019 and both the pre and post 90-day intervention
data collection period was completed September 30, 2019. The complete and detailed timeline is
located in Appendix D representing the project. Post intervention detail on the timeline depicts
completed data collected prior to winter break in December 2019 and ensured that the primary
investigator was prepared for the projected January 2020 data input and resulting analysis.
Project Findings and Results
The aim of this project was to answer the question: “Will adult patients receiving NurseInstituted-Care-Interventions (NICI) for transition to discharge needs, when compared to the
previous three-month baseline, lead to increased HCAHPS Care Transition scores in the
Telemetry Unit.” The results from the completed analysis support that the project intervention
aimed at improvement of HCAHPS Care Transition scores was successful. The answer to the
project question is that: Adult patients receiving Nurse-Instituted-Care-Interventions (NICI) for
transition to discharge needs, when compared to the previous three-month baseline, lead to
increased HCAHPS Care Transition scores in the Telemetry Unit does result in improved Care
Transition HCAHPS scores. Actual HCAHPS Care Transition’s scores went from the 15th
percentile to the 57th percentile within the 90-day post intervention period, which was 7% above
that projected.
Inferential statistics testing provided the primary investigator methods to draw
conclusions about the adult population of the telemetry unit based on the project sample. (Polit,
2010). This was accomplished using Statistical Package for Social Sciences (SPSS) software to
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run the paired samples test. The paired samples t-test yielded statistical evidence the NurseInstituted-Care-Intervention (NICI) intervention made a difference. SPSS paired samples t-test
is a procedure for testing whether the means of two metric variables are equal in the population.
Although “paired samples” suggests that multiple samples are involved, there's really only one
sample and two variables. Looking at the SPSS output results there are four tests discussed to
support the statement that there is a difference in pre and post intervention scores.
The principal investigator was interested to learn whether the mean scores from two
experimental conditions were statistically different from one another. It is of interest to learn
what effect the independent variable, “Nurse Instituted Care Interventions (NICI) program”, had
on the dependent variable of, “Hospital Consumer Assessment of Healthcare Provides and
Systems (HCAHPS),” Care Transitions patient survey scores in the adult telemetry unit
population that is being measured through repeated samples. Scores ranged from 1 to 4 have
been assigned to represent the Strongly Disagree, Disagree, Agree, or Strongly Agree choices as
earlier noted. Data input into Statistical Package for Social Sciences (SPSS) have resulted in the
following tables to be discussed.
Table 1.5 Paired Samples Statistics:
Paired Samples Statistics – Pre & Post NICI Intervention
Mean
Pair 1

N

Std. Deviation

Std. Error Mean

Pre

2.21

118

1.668

.154

post

3.47

118

.609

.056

The paired samples statistics Table 1.5 displays descriptive statistics for the two
conditions. Of primary interest is the mean and the standard deviation. Results of the statistical
analysis from table 1.5 support that the project intervention aimed at improvement of Care
Transition scores was successful. The Paired Samples Statistics pre mean of 2.21 compared to

DAILY NURSE-INSTITUTED-CARE-INTERVENTIONS (NICI)

38

post intervention mean of 3.47 supports a positive change in the mean score of 57%. The
percentage of change of the mean was computed by taking the pre mean – post mean / pre mean
x 100: 2.21-3.47 / 2.21 x 100 = 57%. This further validated that the post 90-day NurseInstituted-Care-Interventions (NICI) intervention improved Care Transition scores by 57% over
the pre 90-day intervention period. Note that the value under N refers to the number of
participants in each condition and that the same participants take part in both conditions. The
Standard Deviation (SD) provided an indication of how far the individual responses from the
three questions from the Press Ganey survey data deviate from the mean, and how spread out the
responses are (Polit, 2010). It further describes the shape of the distribution or how close the
individual data values are from the mean value. The standard error of the mean (SEM)
demonstrates how close the sample mean is to the true mean of the overall population. This
provided a more complete picture than the mean alone. The SD for pre 90-day intervention of
1.668 versus post intervention of .609 supports that post data indicating that post data responses
are less spread out and help validate improved care transition scores. The SEM for pre was .154
verses post of .056 which is smaller and reflects that the actual sample of the SD is not directly
affected by sample size. Standard deviation also measures the confidence of the statistical
conclusion later discussed. Standard deviation (SD) is sometimes called the standard error of the
mean, which is computed as the SD of all means from the known population.
The principal investigator will now explain the results of the paired samples test. The
first column provides the sample mean taken from the previously discussed statistics test with the
pre 2.21 and post 3.47 within-subject difference (2.21-3.47) between the two variables of -1.263.
This represents the difference between the pre and post paired sample statistics.
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Table 1.6 Paired Samples Test:
Paired Samples Test – Pre & Post NICI Intervention
Paired Differences
95% Confidence Interval of the
Std. Error
Mean
Pair 1

pre - post

-1.263

Std. Deviation
1.776

Mean
.163

Difference
Lower
-1.586

Sig. (2Upper

t

-.939 -7.725

df

tailed)

117

.000

The standard deviation (SD) is the standard deviations of the two variables, being the
independent variable of, “Nurse-Instituted-Care-Interventions (NICI),” in an acute care inpatient
hospital setting and the dependent variable of, “Hospital Consumer Assessment of Healthcare
Provides and Systems (HCAHPS),” Care Transitions patient survey scores in the adult telemetry
unit population (Polit, 2010). So, -1.263 represents the differences for each person sampled, the
Statistical Package for Social Sciences (SPSS) has calculated the difference between their total
improvements of care transition scores pre and post intervention, and this is the SD of all those
differences.
The t-score is a ratio of the difference between two groups and the difference within the
groups (Polit, 2010). The t score of -7.725 is large and negative which is a very small number
and correlates to a very small significance value of .000. Since there may be numbers beyond
the .000 it will be said that is the significance value or p value is less than .001. Evaluating this
t-test the principal investigator will reject the earlier mentioned null hypothesis. The null
hypothesis is Ho: p = P and the alternative hypothesis: HA: p ≠ P. The table 2 paired samples test
table supports that there is enough of a difference between the pre and post intervention means (t
= -7.725; p=.000). These data provide enough evidence to suggest this difference between the
pre and post intervention scores, are statistically significant and not due to random error. This is
determined because the p-value of .000 is less than the level of significance which is .05.
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Because this is two tailed test it means that the ultimate hypothesis was there is a difference
between the means and the test sample of those receiving the NICI intervention had significantly
higher care transition scores. For this DNP project the principal investigator accepts the research
question based on the p-value of .000.
The 95% Confidence Interval of the Difference is described as the lower and upper bound
of the confidence interval for the mean difference of the mean value of -1.263 (Polit, 2010).
Thus, there is 95% confidence that the actual mean difference between the pre and post NurseInstituted-Care-Interventions (NICI) intervention is between -1.586 and -.939. Specifically this
means we are confident that the score after the NICI intervention will always be significantly
improved over those who do not receive the intervention.
The standard error of the mean (SEM) is the estimated standard deviation of 1.776 of the
sample mean. If one drew repeated samples of N size 118, you would expect the standard
deviation of the sample means to be close to the standard error. The standard deviation of the
distribution of sample mean is estimated as the standard deviation of the sample divided by the
square root of sample size: 1.776/(sqrt(118)) = .163. Since the SEM measures the variability of
the sample mean, the smaller the SEM, the more likely that our sample mean is close to the true
population mean.
The degree of freedom (df) signifies the degrees of freedom for the single sample t-test
represents the number of valid observations minus 1(Polit, 2010). For this project there were 118
valid observations, minus 1 and thus the df for this project was 117. This is the number of valid
(i.e., non-missing) observations used in calculating the t-test.
The Pearson Correlation tests for the strength of the association between two continuous
variables (Polit, 2010). Correlation tests check whether two variables are related without
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assuming cause-and-effect relationships. By extension, the Pearson Correlation evaluates
whether there is statistical evidence for a linear relationship among the same pairs of variables in
the population, represented by a population correlation coefficient. The Pearson Correlation is a
parametric measure. The Pearson Correlation only reveals associations among continuous
variables, and does not provide any inferences about causation, no matter how large the
correlation coefficient is.
The Pearson Correlation was used to test whether there was a statistically significant
linear relationship between the pre and post values to provide inference whether the association
was significant in the population and are represented in Table 1.6. It will also test whether there
is a statistically significant linear relationship between the pre and post scores to determine the
strength and direction of the association (Polit, 2010).
Table 1.6 Correlations:
Correlations
pre
pre

Pearson Correlation

Cell A

post
1

Cell B

Sig. (2-tailed)

.990

N
post

Pearson Correlation

.001

118
Cell C

.001 Cell D

Sig. (2-tailed)

.990

N

118

118
1

118

Correlation is significant at the 0.01 level (2-tailed)

If one evaluates cell A the Pearson Correlation of pre with itself is (r-1), and the number of
nonmissing observations for pre (n=118). If one then reviews the cell B Correlation of pre and
post (r=.001), based on n=118 observations with nonmissing pairs. Cell C is the Correlation of
pre and post (r=.001) based on n=118 observations with nonmissing pairs. Cell D Correlation of
post with itself is (r=1) and the number of nonmissing observations for post is (n=118). It is
important to note that cells B and C are identical, because they include information about the
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same pair of variables. Cells B and C contain the correlation coefficient for the correlation
between pre and post, its p-value, and the number of complete paired observations that the
calculation was based on. Correlations in the main diagonal or cells A and D are all equal to 1.
This indicates that the variable is always being perfectly correlated with itself. Based on these
results, the principal investigator will state that pre and post do not have a statistically significant
linear relationship because p=.990 which is >.001 (Kent State University Libraries 2017). With
a correlation of (1), the direction of the relationship between pre and post are positively
correlated; this means that these variables tend to increase together, or that greater pre is
associated with greater post. With a p-value of .990 which is >.01 there is no correlation. It
should be noted that when you have large samples, including many participants, small
correlations turn out to be misleadingly significant.
Frequency Table 1.7 provides the number of times a data value occurs and describes the
number of occurrences that occurred within a dataset (Polit, 2010). The principal investigator
will introduce the table, identify its purpose, and then describe zero as shown below. Table 1.7
describes the frequency, percent, valid percent, and cumulative percent. Looking at the pre data
are the noted frequency, percent, valid percent, and cumulative percent headings. Next, looking
at the Valid 0 first row, the response of zero which is the dummy variable, there were 40 pairs
that did not have a pre response to the post data. So, when looking at the frequency heading, it
describes that there were 40 missing pretests. This means that for the zero there were 40 tests
that had 0 and that equals 33.9% of the total. For the one there was 1 test that had 1 that equals
.8% of the total. For the two there was 3 pairs. For the three there was 42 pairs, and for the four
there was 32 pairs. This method should be applied for interpretation of the balance of the pre and
post tables to read and understand the data. Careful analysis of this table validates that pre 90-
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day intervention data has a higher frequency of 1 and 2’s than the post intervention period. It
further provides evidence that post intervention data has more 3 and 4 data points then the pre
90-day data.
Table 1.7 Frequency tables:

pre
Cumulative
Frequency
Valid

Percent

Valid Percent

Percent

0

40

33.9

33.9

33.9

1

1

.8

.8

34.7

2

3

2.5

2.5

37.3

3

42

35.6

35.6

72.9

4

32

27.1

27.1

100.0

118

100.0

100.0

Total

post
Cumulative
Frequency
Valid

Percent

Valid Percent

Percent

1

1

.8

.8

.8

2

4

3.4

3.4

4.2

3

51

43.2

43.2

47.5

4

62

52.5

52.5

100.0

118

100.0

100.0

Total

Press Ganey moves collected raw data to the Centers for Medicaid and Medicare (CMS)
as required for HCAHPS scores reporting on a monthly basis for it to be compared to other
hospitals nationally (CMS, 2019). They give comparable credit only to the data point of 4.
Table 1.7 shows that post data points with a 4 occur 54% of the time compared to only 27% of
the time with pre data points.
Bar chart 1 provides another method to display frequencies and supports that pre 90-day
intervention data had a higher frequency of 1 and 2’s than the post intervention period. It further
shows that post intervention data had more 3 and 4 data points then the pre 90-day data.
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Bar Chart: 1

When Press Ganey moves collected raw data the Centers for Medicaid and Medicare as
required for HCAHPS scores reporting on a monthly basis to be compared to other hospitals
nationally, they give comparable credit only to the data point of 4 (CMS, 2019). Bar chart 2
supports that post data points with a 4 occur 54% of the time compared to only 27% of the time.

The non-parametric tests of central tendency are the mean, median, and mode and are
summary statistics that represent the center point or typical value of a dataset and are typically
used for nominal and ordinal tests as compared to the parametric central tendency tests (Polit,
2010). The mean is the average and was derived by adding up all of the values from the excel
spreadsheet for both the pre and post data and dividing by the number of observations in the data
set. Statistical Package for Social Sciences (SPSS) calculated these data which was a pre mean
of 2.21 and post mean of 3.47. The median is the middle value. It is the value that splits the
dataset in half and is also known as the 50th percentile. When one has a skewed distribution, the
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median is a better measure of central tendency than the mean since outlier scores can alter the
mean significantly. The median pre data was 3.00 and the post data was 4.00. In a symmetric
distribution, the mean and median both find the center accurately. They are approximately equal.
Since post data is about 25% higher than pre data of 3.00, this indicates asymmetric distribution.
The mode is the value that occurs the most frequently in a distribution. For this dataset value 4
occurs most frequently, which makes it the mode. With symmetrical distribution for continuous
data, the mean, median, and mode are equal. With this skewed distribution, the median of 4
could be considered the best measure of central tendency.
Table 1.8 Statistics:
Statistics
pre
N

Valid

post
118

118

0

0

Mean

2.21

3.47

Median

3.00

4.00

3

4

1.668

.609

4.00

4.00

Missing

Mode
Std. Deviation
Percentiles

100

Limitations
Most research has some limitations because there are certain variables that the researcher
is unable to control (Houser & Oman, 2011). Sometimes these limitations are more or less
significant, depending on the type of research and the subject of the research. Some possible
limitations in projects include a lack of available or reliable data, lack of prior research on the
subject, the sample size available, or the measure used to collect the data. Limitations in
research methods can cause problems in the research, but typically the research project can
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continue despite the limitations present. It is important to minimize bias to reduce threats to
internal validity and in this study, randomization would help to mitigate issues with the survey
process.
The first limitation for this project surrounded potential changes in the independent
variable due to variation of the dependent variable being the HCAHPS scores because the
intervention was not consistently followed and may have led to the decline in the second months
scores of the 90-day post Nurse-Instituted-Care-Intervention (NICI) interventions data collection
period. These nurses were not educated in the NICI process aimed at supporting the patient to
their next destination? The next potential limitation was the lack of enough subjects that could
shift results. The last potential limitation surrounded the Statistical Package for Social Sciences
(SPSS) software. This is considered a short coming of SPSS and a limitation for this project.
These data were uploaded from an Excel™ spreadsheet by the principal investigator and placed
into SPSS software to begin the process of running statistical tests. The first data run provided
results significantly different than projected. Looking closely at the data process from the point
where all data were inputted from Excel ™to SPSS, it was found that SPSS lost 40 pairs of data.
As a result, the same data were entered using dummy data because SPSS throws out any pair that
does not have a number. Using the dummy variable of zero was a limitation, but does not alter
the outcome negatively, but made the test more realistic (Polit, 2010).
Recommendations
Final Nurse-Instituted-Care-Intervention (NICI) project results were discussed with the
Principal investigator’s Chief Nursing Officer. The discussion included multiple project
successes that occurred throughout the program and ended with the resulting statistical data that
he agreed supported there was strong enough evidence to suggest the difference between the pre
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and post intervention scores were statistically significant and not due to random error. He further
agreed that the p-value of .000 which was less than the level of significance which is .05 and the
large t-value of -7.725 supports the results are reproducible. As a result of this conversation he
and his colleagues in the Senior Team accepted recommendations of next steps that included
moving the NICI program to the balance of most inpatient nursing units. This will increase the
likelihood that the program will become a consistent practice free of some of the current
limitations that can drive variability such as untrained nursing staff who float to the Telemetry
unit that have not been oriented to the NICI program. It is further recommended that nurses from
all units be provided the same level of education prior to an anticipated hospital-wide activation
date. All telemetry unit nurses will receive a short refresher class on the NICI program to reduce
the potential of practice variation that may have occurred. The anticipated activation date should
be August 1, 2020. It is recommended to use pre 90-day intervention data from May, June, and
July and post 90-day intervention data from August, September, and October, and repeat the
SPSS analysis for this second NICI program rollout. On January 23, 2020 formal approval was
received to move this program forward without changes. The timeline may be moved forward
do to conflicting program demands.
Implications for Change
With this body of research now validated through this carefully designed project that
included a representative sample and controlled variables, replication by other investigators is
encouraged. This work can help other organizations improve their Hospital Consumer
Assessment of Healthcare Providers and Systems (HCAHPS) scores in the area of Care
Transitions and avoid the growing penalties associated with substandard scores. It is important
to keep in mind that the primary reasoning behind improving these scores surrounds healthcare’s
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duty to empower patients to self-manage their complex health conditions and enable improved
quality of self-care for the patient outside of the hospital setting.
It is projected that the implementation of this program will achieve significant results for
other organizations working to improve Hospital Consumer Assessment of Healthcare Provides
and Systems (HCAHPS) Care Transition scores. This will result in more discharged patients
receiving Nurse-Instituted-Care-Interventions (NICI) being better prepared to leave the hospital
and return successfully to their previous environment. It can be projected that discharged adult
telemetry unit patients will positively respond to the Hospital Consumer Assessment of
Healthcare Provides and Systems (HCAHPS) Care Transition surveys. Literature confirmed that
providing patients with a multifactorial care transition plan that includes coordination and
management of care, can both improve quality and safety of care for the patient, and increase
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) Care
Transition scores (Dusek, Pearce, Harripaul, & Lloyd, 2015). This would further provide for
improvements in patient-centered care as the program engages patients and their families during
delivery of their healthcare and upon transition of care to their previous environment (Bucknall
et al., 2016).
Conclusion
The Centers for Medicare and Medicaid Services (CMS) implemented a national survey
of patients’ perceptions of their care; the survey is mandatory for hospitals seeking CMS
reimbursement (Elliott et al., 2015). The implementation of this project resulted in adult patients
receiving Nurse-Instituted-Care-Interventions (NICI) for transition to discharge needs being
better prepared to leave the hospital and return successfully to their previous environment. It
further resulted in adult telemetry unit discharged patients positively responding to the Hospital

DAILY NURSE-INSTITUTED-CARE-INTERVENTIONS (NICI)

49

Consumer Assessment of Healthcare Provides and Systems (HCAHPS) Care Transition survey
with that increased the Care Transition HCAHPS scores for this facility. Increased HCAHPS
Care Transition’s scores went from the 15th percentile pre intervention period to the 57th
percentile post intervention period. These data moves the organization closer to its 90th
percentile long-term goal over the next two years. This project demonstrated improvement in
patient-centered care since the program engaged patients and their families during delivery of
their healthcare and upon transition of care to their previous environment that is important
(Bucknall et al., 2016). Literature that confirmed providing patients with multifactorial care
transitions plan that includes coordination and management of care, can both improve quality
and safety of care for the patient, and increase Hospital Consumer Assessment of Healthcare
Providers and Systems (HCAHPS) Care Transition scores is now further validated (Dusek,
Pearce, Harripaul, & Lloyd, 2015).
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Appendix E: Budget and Requred Resources
This program is considered to have a small initial program implementation expense.
Staff education and training expenses include the associated payroll for the 122 staff and the
Director providing the classes. The program maintains nominal expenses moving forward as you
will note in table 1.5.
Table 1.5

Total start-up costs and associated costs to maintain discharge booklets are based on current
discharges for 12 months at $5,400.00. Resources to approve and cover these costs are within
the organization, with the Senior Team considering these costs as part of normal operational
training and education.
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Appendix F

Determination of Human Subjects Research Form for Quality
Improvement/Quality Assessment Activities
Project Description: The investigators project intent is to learn what impact, “NurseInitiated-Care-Interventions (NICI),” in an acute care inpatient hospital setting will have
on, “Hospital Consumer Assessment of Healthcare Provides and Systems (HCAHPS)
Care Transition patient survey scores on the Telemetry Unit? The actual project
question is: Will adult patients receiving Nurse-Initiated-Care Interventions (NICI) for
transition to discharge needs, when compared to the previous three-month baseline, lead
to increased HCAHPS Care Transition scores on the Telemetry Unit?
1. Submit a summary (one page or less) within IRBNet describing the project goals.
The abstract must: Please reference the last page.
1) describe the reasons for conducting the proposed project,
2) provide a brief description of the project including objectives, and
3) describe the proposed activities for the project.
2. What organization or department will be reviewed during the quality
improvement or quality assessment project? The quality improvement project will be
completed at Sierra View Medical Center. The Chief Executive Officer, Donna Hefner
will be providing a site approval letter for Regis University IRB indicating there is not an
IRB requirement at this facility.
3. Answer the questions below in either the Quality Improvement/Professional
Development Projects section or the Program Evaluation Projects section to determine if
your project is actually quality improvement or if it is program evaluation. ALL questions
must be answered TRUE to be considered a Quality Improvement Project or a Program
Evaluation Project.
Quality Improvement/Professional
Development Projects

Program Evaluation Projects

The project is intended to improve or evaluate
a practice or process within a particular
institution, classroom, or specific program.

The evaluation is being initiated based on
the request and needs of a partner
organization or department for internal
purposes only.
☐True ☐ False

☒ True ☐ False
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The intent of the evaluation is to improve
a specific program and/or to meet
funding agency requirements.
☐ True ☐ False

☒ True ☐ False
All activities are “best practices”, “routine
care”, or “standard practice” and conducted
by staff where the project will take place.
Untested methods and/or interventions are
not being evaluated.

The program or intervention being
evaluated has been tested and is evidence
based (already shown to be effective).

☐ True ☐ False
☒ True

☐ False

The project does not involve a control group
or randomization of subjects or blinded
interventions.

The evaluation does not involve
randomization of participants, but may
involve comparison of variations in
programs.
☐True

☒ True ☐ False
The project is not funded externally
(outside Regis) as a human subjects
research project.

☐ False

The project is not funded externally
(outside Regis) as a human subjects
research project.

☒ True ☐ False

☐ True ☐ False

The project will not involve testing of an
experimental intervention, methodology,
drug, device (including medical software or
assays), or biologic.

The project will not involve testing of an
experimental drug, device (including medical
software or assays), or biologic.

☒ True ☐ False
☐ True

☐False

Proposed Project Goals
The Centers for Medicare and Medicaid Services placed into action a national patient
survey to understand patient perceptions of their care in 2008. Surveys are provided to
patients after their discharge to determine their perception of their experience while in the
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hospital. Low scores drive large penalties for healthcare organizations and correlate to
the patient’s perception of suboptimal care as they transition from the hospital to home.
The primary intent of the investigator’s proposed project is to learn what impact,
“Nurse Instituted-Care-Interventions (NICI),” in and adult telemetry unit will have on the
“Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS). The
focus will be improved HCAHPS Care Transitions scores. This would decrease fiscal
vulnerability and ensure patients transition safely to their previous environment.
The Nurse-Instituted-Care-Interventions (NICI) is comprised of three
interventions which research supports improves program success over single intervention
programs. The first is a Care Transition Booklet that will be provided to the patient by
the nurse and referenced daily. Next is the, “The “Commit to Sit” program that
encourages the nurse to spend more time with their patient at the bedside while seated
with their patient. This promotes patient and family engagement. Last is the
“Multidisciplinary Care Team” who meet with the patient just prior to discharge to
ensure all objectives are met.
This study would compare the three-month baseline scores (pre-implementation)
to the post-implementation HCAHPS Care Transition scores on the Telemetry Unit. This
data will not contain any patient identifies. All data will be reported in aggregate. The
investigator will keep all study information in a locked file cabinet or in a password
protected computer. The results of this QI project will be shared with the facility upon
completion of the Doctor of Nursing Practice matriculation.
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